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Abstract
The aim of this paper was to explore potential divergence and convergence in relation to health care
professionals’ and patients’ acceptability of the use of telehealth within palliative care provision through
the lens of Self-Determination Theory.

The research utilized a deductive qualitative approach utilizing semi-structured interviews to explore
divergence and convergence between health care professionals’ preconceptions of the use of telehealth
in palliative care and the lived experiences of patients accessing support in this manner. Semi-structured
interviews were conducted with both professionals and patients to explore whether the barriers and
bene�ts of telehealth perceived by professionals corresponded to the patient’s lived experience of utilizing
the technology in their palliative care. Interviews were analyzed using a deductive thematic analysis.

Professionals and patients identi�ed that the use of telehealth could satisfy the need for autonomy,
however this manifested in different ways. Greater divergence was apparent between patient and
professional perceptions about how telehealth could satisfy the need for relatedness and competence
needs.

The �ndings of this paper highlight how professionals preconceived concerns about the use of telehealth
in relation to providing supportive palliative care may not be realized when exploring the experiences of
patients accessing services through this medium. This paper highlights the important role of
psychological need satisfaction when considering acceptability of telehealth, and motivation to engage
in the implementation of technologically driven health services.

Background
Many countries are experiencing challenges in health care delivery, including the increased pressures of
an aging population, staff shortages and the need to deliver services closer to patient homes [1].
Palliative care delivered in rural areas represents one area of health care provision faced with challenges
to service delivery [2]. Numerous policy documents [3, 4] identify telehealth as a potential way of
overcoming some of these challenges. Through widening opportunities for community-based care,
improving access to services for rural and remote patients, and decreasing the travel time of patients thus
contributing to their quality of life, without a corresponding increase in travel time for professionals, thus
ensuring a more economically e�cient service.

The palliative care experience is highly emotive for both patients and professionals, and high quality
relationships are paramount. Consequentially, a greater understanding of the tensions of using telehealth
to facilitate relationships between patients and professionals during palliative care is required. Pilot
implementation studies have consistently reported positive patient perceptions and acceptability of
technology in palliative care [5, 6, 7] and occasionally report patient frustrations that professionals fail to
make more use of the technology available to them [8]. Research has highlighted how the acceptance of
telehealth by professionals are central to the implementation of telehealth within traditional methods of
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health care delivery [9] and professionals remain an important gatekeeper to the services that are made
available to their patients.

From a professional perspective, research suggests that they may remain more sceptical of telehealth in
comparison to their patient counterparts. This can be theoretically explained through Normalization
Process Theory (NPT) in relation to interactional workability, relational integration, skill-set workability,
and contextual integration [10, 11].  The preconceived negative perceptions of professionals towards
telehealth may potentially limit a service being offered, resulting in patients not getting to contribute their
views on new methods of service delivery.  

It appears therefore, that the perceived barriers of professionals towards telehealth implementation may
be a divide between patients and policy makers achieving what they perceive to be the solution to their
unmet needs. However, whilst research has previously considered the practical barriers and bene�ts of
adoption there is limited research that has explored the deeper psychological reasons that individuals
may hold differing perspectives.

There is therefore a need to consider theoretically, where there may be agreement and disagreements in
the underlying psychological values and views of stakeholders in order to enable solutions or research to
unlock the potential of telehealth for relevant groups where appropriate. Self-Determination Theory [12] is
a theory of motivation that considers how ful�lment of psychological needs determines our motivations
to engage in certain behaviours. The theory proposes three inherent psychological needs, autonomy,
competence, and relatedness. Autonomy relates to a need to feel self-determined and volitional in one’s
decisions and behaviours. Competence relates to the need to feel able to affect outcomes of one’s
behaviours and relatedness represents the need to feel supported and accepted within one’s environment.
According to SDT, satisfaction of the psychological needs is associated with increased likelihood of
engaging in a behaviour [13], increased persistence and improved well-being, whilst a lack of satisfaction
or active thwarting of psychological needs can result in a lack of motivation to engage and poorer
psychological wellbeing.

Applying SDT to the implementation of telehealth therefore provides a novel opportunity to consider how
professional and patients narratives of the barriers and bene�t of telehealth represents potential
satisfaction or dissatisfaction of underlying psychological needs. Identifying these may provide insight
into the latent psychological barriers and facilitators to telehealth implementation thus better informing
future implementation strategies. The present research hopes to contribute a novel perspective to the
debate of why telehealth has not been adopted on a larger scale despite evidence suggesting that its
incorporation in to health care delivery can result in positive psychological and clinical outcomes for
patients and other service users [5]. To achieve this, the current paper considers data from differing
stakeholders exploring the use of telehealth in palliative care from the perspectives of professionals and
patients respectively.

The research therefore aims to address the research question: What are the convergent and divergent
views held by professionals and patients towards the implementation of telehealth in palliative care in
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relation to the principles of Self-Determination Theory? The question was framed upon cross-
examination and reanalysing of data in two pilot exploratory studies. The studies looked at the two
stakeholder groups independently and identi�ed potential divergence and convergence in relation to the
role of SDT underpinning the acceptability of telehealth within palliative care. This warranted further
secondary analysis and pooling of the data from each stakeholder group.

Methods
Design

This paper utilizes a qualitative design to gain in-depth insight regarding the preconceived barriers and
bene�ts of telehealth use in palliative care held by professionals in relation to their patients’ lived
experiences of using telehealth to access psychosocial support while receiving palliative care.

To explore professional perceptions semi-structured interviews were conducted at one time point ahead
of the introduction of a telehealth service. Due to the focus of the interviews with health care
professionals being related to their perceptions of telehealth interviews were not conducted at
subsequent time points. Patient data was collected through a series of  semi-structured interviews
conducted at three monthly interviews following the introduction of the telehealth service.

Participants

A sample of eight professionals and three palliative care patients (each with 3 data points) were included
in this study and provided a total of 12 hours of data.

Health care professionals

Professionals were identi�ed through their employment with a rurally based voluntary palliative care
hospice at home service and those working within a specialist palliative care team at the local general
hospital.

Only professionals responsible for a caseload of patients, providing either clinical or social care to
palliative care patients were approached. Exclusion criteria included professionals who did not actively
contribute to either clinical or social care provision of patients accessing the palliative care service.

A demographic overview of the professionals included in this study can be found in Table 1.

Patients

Members of the palliative care multidisciplinary team initially approached patients from their caseloads.
Inclusion criteria for the study consisted of patients who were recipients of specialist palliative care from
the multidisciplinary team and who lived in a rural location. In the case of this study, rural was determined
as living at least a 40-minute drive from the specialist palliative care unit at the local general hospital (not
a specialist tertiary centre). Exclusion criteria consisted of patients who were under the age of eighteen
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and those who did not possess the capacity to provide informed consent to take part in the study.
Participants who did not possess a working internet connection also had to be excluded as this was
required to facilitate the telehealth service.

Of the participants recruited to the study, each of the participants were receiving palliative care following
a diagnosis of terminal cancer. Two of the participants in a private residence alone, while the remaining
participant resided in a residential nursing home.  A demographic overview of the participating patients
and their associated pseudonyms can be found in Table 2.

Procedure

Health care professionals

Professionals were provided with a detailed information sheet providing an overview of the research
process. It was emphasised that involvement in the study was voluntary and that any views expressed
would be anonymized. Following informed consent being provided, professionals responded to questions
concerning their perceptions of telehealth use in palliative care in a semi-structured interview. The
interview itself consisted of inter-related sections based upon Spradley’s model of building interviewer-
interviewee rapport [14]. Driven by an extensive literature review, the interviewer asked questions
pertaining to the multifunctional role of professionals in palliative care provision, their understanding of
the concept of telehealth, their perceived practical and psychological barriers and bene�ts of
implementation in relation to existing service provision.

Patients

Patients who expressed an interest in the study following a conversation with members of their health
care team received a participant information sheet with a reply slip attached. Participants were asked to
complete the reply slip and return to the research team who were then able to contact them directly to
address any questions and arrange a convenient time for an interview. This was to ensure that no patient
details were provided to the research team ahead of consent being provided. For convenience, interviews
were conducted in patients’ homes.

The subsequent visit to the participant’s home involved a general introduction and a face-to-face
demonstration of the equipment. Polycom RealPresence© software was installed on laptop computers,
which were provided to each participant for the duration of the study. The Polycom RealPresence
software accessed a remote VPN that enabled the remote laptops to access the secure NHS network.

Following demonstration and trial run connections, the participant received written systematic
instructions of how to connect to reinforce the visual demonstration for future reference throughout the
duration of the project.

Participants accessed psychosocial support from a quali�ed therapist who was part of the palliative care
team via the telehealth system on average once every ten days (Range: 8-12) and lasted up to one hour.
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The support received focused mainly on the provision of psychosocial support on a one to one basis,
which on occasions utilised techniques such as art therapy. Sessions were arranged through discussion
between the professional and patient and the use of an appointment system in the same manner as face-
to-face appointments.

Interviews were conducted with patients on three occasions at monthly intervals following the
introduction of the technology. Additional prompts were added to the second and third interview schedule
to investigate whether patients had made sense of their experience differently in comparison to their prior
interviews. Interviews were audio recorded for the purpose of transcription. Interviews ranged in length
(from 21 minutes to 79 minutes) determined by the health of the patient.

Data analysis

The analysis utilized a deductive thematic analysis using the basic psychological needs of Self-
Determination Theory [12] as a guiding theoretical framework. A deductive approach is useful if the
general aim of thematic analysis is to test a previous theory in a different situation, or compare
categories at different periods [15, 16]. In the case of this paper, the deductive approach was utilized to
explore the role of psychological need satisfaction in the context of professional preconceptions of
telehealth and the lived experience of palliative care patients using telehealth. The analytical technique
followed the guidelines of Braun and Clarke (2006) [17].

Figure 1 provides an overview of the analytical process for both stakeholder groups. With reference to
interviews conducted with professionals, interviews were treated as a whole data set and were coded as
such. In order to explore the multiple time-points interviews conducted with patients a slightly modi�ed
analytical approach was taken. Coding was initially conducted at time-point level for each individual
patient. Once completed, convergence and divergence were explored between time-points for each
participant. The generated codes were then collated into themes based upon the principles of SDT for
each individual patient. Once completed, a cross-case comparison of the patients was conducted
exploring the convergence and divergence across cases.

The themes identi�ed for each stakeholder group were then pooled together to explore the convergence
and divergence of themes across the two stakeholder groups.

Ethical Considerations

Ethical approval was gained from the local NHS Research Ethics Committee and NHS Research and
Development. Participants provided written informed consent prior to participation in the research.

For ethical requirements, the researcher was accompanied to interviews with patients by the professional
responsible for providing support to the patient. During the interview the professional was situated in a
different room but could be called on should any patients become distressed during the interview. A clear
explanation that telehealth would be removed after 3 months was provided; however, where the
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professionals felt patients were particularly bene�tting and in need of the service, agreements were made
to enable the service to keep the laptops for continuation of the service.

Findings
Using principles of Self-Determination Theory [12], three themes were identi�ed autonomy, competence,
and relatedness. Within each theme the convergent and divergent perceptions of professionals and
patients was explored in relation to either the satisfaction or thwarting of their basic psychological needs
in the context of using telehealth in palliative care. 

Autonomy

Within the theme of Autonomy, both professionals and patients suggest that telehealth facilitated an
autonomy supportive environment. However, professionals discussed autonomy support from a more
condition-centred perspective in comparison to patients who re�ected on autonomy from a more holistic
life-centred perspective. In contrast, professionals and patients demonstrated divergent attitudes in
relation to telehealth being able to create an environment that supported the needs for competence and
relatedness.

Both professionals and patients suggested that telehealth could play a role in empowering patients and
increasing their sense of autonomy; however, there was an evident difference in how this sense of
autonomy satisfaction manifested itself. Professionals discussed the use of telehealth from a condition-
centred perspective, whereas patients considered the need for autonomy in a more holistic manner.

Professional perceptions of telehealth often centred on discussion of telemonitoring systems as opposed
to other forms of telehealth such as videoconferencing or text message reminder services. This is
interesting in the context of telehealth adoption where professionals may not be considering the broad
range of applications that could be of bene�t to their service. In this context professionals saw telehealth
as an opportunity for patients to self-manage their illness and symptoms via feedback received from
telemonitoring systems. This in turn was perceived to facilitate patient autonomy through an improved
ability to understand their conditions and the need for self-management techniques.

“I think there is also an element of importance in the terms of the individual feeling they have a sense of
self management because if they can see what’s happening in terms of how they behave and how it
affects their symptoms it will help them as well” Georgia (Social worker), 255

Patients also identi�ed how telehealth could create a more autonomy supportive environment and
improve opportunities to understand and learn more about their condition through increased con�dence
to engage in questions and discussion with professionals. In the following extract, Patricia discusses
how she experienced feeling less daunted when talking to a professional and feeling increased
con�dence to ask questions during interactions.
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“I think sometimes when you go face-to-face, especially with some of the big consultants, it's kind of a bit
daunting or a bit off putting or they're kind of a bit, like, okay I've got so much time there's a whole waiting
room of people out there.  Whereas if you're on telehealth maybe it would give you a bit more con�dence
to say, oh wait a minute I need to just ask you this or hang on I need to ask you this.  And just give you
that bit more con�dence because you're not actually there with them,… you're in their space aren't you,
whereas at home you're on your own grounds, so you're kind of more con�dent anyway” Patricia, Time
point 2, 202

This suggests that telehealth facilitates an autonomy supportive environment that encourages patients
to feel empowered to interact more fully with healthcare professionals. This interpretation mirrors the
description of an autonomy supported environment by Reeve, et al. (2002) as environments that inclusive
of opportunities for participation and choice, acknowledgement of negative feelings associated with
engagement in di�cult tasks, and minimization of external controls [18]. The perceived remoteness and
con�dence of being on familiar territory offered increased con�dence to ask questions and seek support
that in their eyes would have been more challenging in a face-to-face consultation.

Patients also described their experience of autonomy satisfaction in a more life-centred manner, focusing
on the liberation that telehealth consultation provided through the reduction in travel burden to attend
appointments.  An example of this liberation was discussed through Patricia’s re�ection of how using
telehealth to access support provided her with the freedom to plan the rest of her day.

“So, to do a session yesterday was good because I think we went on at half-nine.  So, I sort of got up, had
breakfast, did a few things and then did that.  Then the rest of the day -- as soon as you sign off the rest
of the day is your own.  But if I'd gone to [location of hospital] it's pretty much the whole day really
because, it doesn't take you the whole day to get there obviously, but because I get tired when I do that
sort of thing then that would be me �nished for the rest day.  That would be what I'd do for that day. 
Whereas sitting here in your own lounge on a computer is not as tiring by any stretch of the imagination,
so it kind of leaves you more time to do other things.” Patricia – Time point 1 – 72

This liberation enabled patients to divert their energy into more enjoyable or ful�lling activities and
demonstrated that engagement with technology was not just about managing their condition but
reopened the opportunity to feel volitional about other more meaningful areas of their lives.

The above extracts highlight that both professionals and patients perceived that the use of telehealth
could help empower patients and provide an environment in which the need for autonomy was
supported. However, when exploring how they made sense of this environment a divergence emerges in
relation to how stakeholders felt this would be achieved. Professionals made sense of empowerment
from a condition-centred perspective, through discussion of self-management of symptoms. In contrast
patients placed more importance on a more life-centred and holistic concept of autonomy.

This �nding may challenge how successfully professionals have fully embraced holistic patient-centred
care as opposed to traditional biomedical models where the clinical management of the condition is
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considered more prominently than the broader environment within which the patient is experiencing their
health. Thus, whilst professionals maintain that face-to-face care is superior to that of telehealth
consultations, it may be that professionals are failing to consider the tension between a face to face
consultation and the corresponding pressures of patients to attend. The additional burden of travel,
fatigue and organization of their daily activities around appointments detracts from the bene�ts of a
face-to-face meeting and leaves patients in a position where they fail to engage fully in consultations.

The additional re�ection by patients that the remoteness offered by technology and the home setting of
consultations was also interesting and raises novel perspectives on how certain patients may experience
interactions with professionals and have implications for health care delivery more broadly that simply
those in rural locations.

Competence

The competence of providers and patients to manage technology as part of routine care was discussed
by both groups. Interestingly, both professionals and patients use age as a moderating discussion point
in reference to competence of both service providers and users. Both groups consider the use of
telehealth to be more acceptable to younger patients due to them being more able to develop the required
competency for use. However, when discussing their experience of using the technology, the patients
within the sample suggested a sense of mastery and few issues relating to the usability of the equipment,
divergent to both their own preconceptions of older users’ competence, and the perceptions of
professionals.

In all of the interviews conducted with professionals age was perceived to be a potential barrier to the
successful adoption of telehealth within palliative care delivery.

“I do think that the young would be far more accepting of it and would probably �nd it cool. They may
also be able to express themselves better because they already express themselves to a screen with
Facebook or Twitter. I think they would have no issues whatsoever. My concerns are that… a large
proportion of my patients are elderly and they would �nd it quite odd" Eva (Specialist nurse), 75

Professionals had made pre-existing judgments about how telehealth would potentially thwart the
satisfaction of patient needs for competence and had made decisions about how older adults in their
care would cope with technology adoption.  As such, professionals perceived that telehealth could be
implemented more easily to support their relationships with younger patients. A wealth of literature
supports the interpretation that age plays a moderating role in the acceptance of technology and how this
relates to supplementing relationships between professionals and the patients. The Uni�ed Theory of the
Acceptance and use of Technology (UTAUT) [19] suggests prior experience of using technology is a
facilitating factor in the decision to accept technology. This perception links to previous research
conducted by Radhakrishnan, et al. (2012) who investigated telehealth use with patients suffering from
heart failure. When analysing the use of the equipment, they reported a prevalence of elderly heart failure
patients terminating the use of telehealth in their care program due to increasing levels of anxiety
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stemming from having to use the equipment [20]. With a high proportion of palliative care patients
coming from the older generation, the age of patients could be perceived as a barrier by professionals
towards the implementation of technology within palliative care due to their lack of familiarity using
technology.

While patients largely agreed with professionals at baseline that younger individuals would �nd
accessing support through telehealth easier, their own lived experience suggested a sense of mastery –
demonstrated through their responses at different time-points using the equipment. The extract below
taken from Patricia’s �rst interview describes the initial stress encountered when using the telehealth
system and re�ecting on how this stress began to dissipate as the session unfolded.

“The �rst one when it happened when I got on, I did feel quite stressed.  It was so hard and I thought this
session is meant to be making me less stressed not more stressed.  And I was like �t to pull my hair out
and throw things through the window.  But once I’d sort of talked about it with [health care professional]
for a couple of minutes that kind of went out of my consciousness altogether then.  I didn’t kind of give it
anymore thought after that really.”

When comparing the preceding extract to the one below, taken from an interview conducted two months
later, Patricia re�ected on her initial experiences and re�ects upon the normalization of receiving
psychosocial support in this way.

“I've got used to it [telehealth], I know more about it.  You know, so it's not so alien if you like.  Initially I
didn't know what to expect at all.  I didn't know how it would work.  I mean, I'm not a technophobe, but I
was like will I be able to work it and, you know, how is it sort of going to work sort of thing.  And will it be
the same as going in, is it going to take something away from that sort of thing.  But I think as I'm going
used to using it now, it's getting more comfortable and so I'm feeling that I'm getting the same amount of
the sessions as I would if I was going into the hospital.”

The concept of normalization and familiarity being key factors relating to the acceptance of
technological innovation is not novel, with it forming the construct of numerous implementation models
such as UTAUT [19] and Normalization Process Theory [21]. However, it appears that this may not be
directly related to age with older adults in the study mastering the technology use and becoming
increasingly competent at using the technology. It appears therefore that whilst both groups share the
concern that older adults will not be suitable for telehealth use; in practice, the older adults in the study
were willing to take steps to develop their competency and managed to master and �nd bene�t in the
telehealth system.

The divergence in the preconceived perceptions versus the lived experience may provide some
explanation to the barriers of adoption. If professionals dismiss their older patients in their caseloads
ability to use telehealth, there is a risk that older adults could be excluded from the opportunity to even
consider telehealth use. The patient experience suggests that whilst telehealth may not be suitable for
everyone. Many older adults, regardless of previous technological ability are potentially capable of
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developing mastery and satisfying the need for competence to utilize a simple videoconferencing system
with suitable support in place. Particularly when this bene�ts him or her in other ways such as reduced
travel and increased available time. 

Relatedness

Divergence arose between professionals pre-conceived concerns of being able to develop trusting and
continuous relationships with their patients and the experiences of the patients themselves.
Professionals expressed concerns that the lack of proximity, absence of human touch, and remote nature
of telehealth would prevent the development of trusting relationships, and minimize the ability of
professionals to understand the emotional needs of their patients. In contrast, patient experiences of
using telehealth to access psychosocial support demonstrated an environment where their needs for
strong relationships and emotional understanding were satis�ed.

One perception common across all interviews with professionals was the importance of human touch
within this relationship. The lack of human touch was identi�ed as a barrier for professionals as they
feared that patients would consider the care provided using telehealth to be impersonal.

“I think the main barrier is that it’s basically changing the way in which nurses work, erm nurses are caring
people and nurses want to see people and I think that if you go and see someone who is unwell and put
your hand on theirs, you know we touch people, it’s what nurses do and that’s part of the way that nurses
care for people erm and I think to take that away and move to something that is a little more impersonal,
might be a barrier to some nurses.” Stephanie (specialist nurse), 396

Some professionals, notably the nurses within the sample, re�ected on perceptions that telehealth would
ultimately change the way in which they provided care to their patients with concerns that a more remote
form of care would create an unfamiliar environment to build supportive relationships.

The importance of human touch to the patient-professional relationship has been researched in previous
studies. Ludwig-Beymer (2003) emphasised the importance stating that a “caring touch” can help
connect and break down barriers, and express concern and interest, decrease anxiety, diminish pain and
create a bond between people [22]. In relation to the implementation of telehealth, it has also been viewed
as a potential barrier for both professionals and patients. Whitten, et al. (2009) discussed the notion that
telehealth was viewed as impersonal, lacking in human touch, and that in a palliative care setting where
the goal is to comfort patients and families, some clinicians viewed telehealth negatively [8]. Demiris, et
al. (2006) discussed the impact on relationship between patients and professionals stating that when
care provided remotely, human touch and other forms of nonverbal communication are lacking, and that,
too, may affect the way in which both clinical understanding and personal relationships develop [23].

Professionals also perceived that the use of telehealth might present a potential barrier concerning
providing emotional support to the patient.
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“Good emotional support, I don’t see that it can quite replace that element of this job. I mean palliative
care nursing is speci�cally the BEING with a person it’s the BEING there with a person that is absolutely
key to the job I’m afraid. It’s very well researched and documented. So you aren’t there are you if you’re
video linking, so that’s quite an important thing.” Georgia (Social support worker), 215

Georgia suggests that in order to understand and support the emotional needs of palliative care patients,
it is necessary for professionals to be present with the patient. This interpretation is supported by prior
research which states that the dynamics observed in a video consultation can differ from a traditional
face-to-face consultation, and interactional practices performed by professionals need to be adapted [24,
25]. Therefore, it is understandable that there will be on-going concerns regarding the doctor–patient
relationship and rapport in relation to the delivery of clinical services through telehealth. Interestingly
previous research has also demonstrated that facial expressions and emotions can be identi�ed by
professional through telehealth as effectively as face-to-face communication [26].

However, despite professional perceptions that the remote nature of telehealth would lead to an
impersonal service; the experiences of patients suggested that they were able to develop close
connections and trusting relationships with the professionals providing their care.

Caroline suggested that she was able to feel relaxed and secure during her interaction with professionals
during telehealth consultations. This was facilitated through a lack of distractions present in her home
environment.

 “Yeah, it like relaxes you, you're already relaxed.  You haven't had to do all the rushing and you're not in a
strange place.  You're not worried about other people hearing -- well in my situation.…but from my point of
view, my experience of it, it's because there was nobody else in the home.  Then you're totally relaxed that
you can kind of say what you like, whereas if you're go to go into a building, you're not quite sure, are you
sometimes, whether there are other people around.” Caroline – Time point 3 – 66

Caroline re�ects on the bene�t of a relaxing and familiar environment creating a sense of privacy in
notable contrast to the preconceived ‘unfamiliar’ environment described by the professional.  It is notable
that for both groups that the environment of the other stakeholder is seen as unfamiliar and challenging.
This provides novel insight into how despite professionals making decisions based on how they perceive
their patients will respond, and attempting to adopt a patient centred approach, this may not always
accurately re�ect the true perceptions of their patients.

In contrast to professional perceptions, the importance of a physical presence for effective
communication, patients also discussed how the solitude of connecting from their own home enabled a
secure environment in which they felt comfortable to discuss personal feelings and needs.

 “Well this is for me.  I don't know about other people but for myself, like I said before, I feel that I'm on my
own and I'm really just talking everything out, whereas if somebody like sat beside me, obviously you can
pick up different senses and I don't think I'd be so open.  So, I think yes, when I do talk on the computer,
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I'm very free, you just gabble.  You just get it off your chest and it's good because normally, I'm not a
talker really” Judith – Time point 1 - 56

For this patient the physical proximity of another individual seemingly limited her ability to talk freely. The
telehealth equipment, whilst still being able to maintain a visual connection provided patients with the
con�dence to discuss their feelings without concerns about an immediate reaction from the professional.
Thus, the patient experience suggests contrary to professional perceptions, there were potential bene�ts
to the remoteness of the discussion. Patients were not suggesting that face-to-face meetings were
unnecessary. However, it was apparent that for some patients that high quality communication was
possible via telehealth and that this supported effective relationships with good relatedness support to be
afforded and challenged the strong beliefs of the professionals that it was necessary to be face to face
with patients to develop close relationships. In fact, it appears that the proximity and presence was
valued more for supporting the psychological relatedness needs of the professional than that of the
patient, despite the argument being proposed as patient centred.

General Conclusion

The current study aimed to explore whether the preconceived perceptions held by professionals regarding
the use of telehealth in palliative care was convergent or divergent with the lived patient experience of
using telehealth to access elements of their service from a SDT perspective. SDT [12] proposes that
psychological needs in�uence behavioural regulation. As such understanding the different ways need
satisfaction is discussed by patients and professionals provides a novel insight into the latent
psychological reasons for barriers to routine telehealth use. The divergence identi�ed between patient
and professional perspectives on the capability of telehealth to establish an environment that satis�es
basic psychological needs may allow us to understand why despite research suggesting telehealth can
provide a supportive environment for patients; it has not been implemented more routinely within health
care provision.

Given that service adoption often considered prior to patient engagement, the methodology employed in
this study considered how professional views of telehealth ahead of service implementation
corresponded or differed to the lived experience of the patient utilizing the service.  This approach
provides an interesting and novel opportunity to identify where preconceived barriers and bene�ts held by
professionals, are either shared or challenged by the lived experience of the patient. Considering this
within a theoretical needs-based framework also helps to inform how these shared or contradictory
barriers may feed back into the motivations of relevant stakeholders for engaging in telehealth thus
contributing a deeper psychological understanding of stakeholder perspectives.

Professionals consider telehealth to be a mechanism that could support patient autonomy satisfaction
through education, feedback, and awareness of the condition. However, they appeared less aware of
other forms of telehealth and the perceptions shared did not acknowledge the more holistic barriers of
accessing support for patients, including stress caused by travel and the time and energy taken to attend
appointments. Patients focused more on the ability of telehealth to satisfy autonomy by moving away
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from a condition-centred life and facilitating opportunities to engage in their usual everyday routines.
This suggests that professionals try to assume the perspective of their patients when considering the
appropriateness of technologies in their care and may not always consider the perspective of the patient,
their holistic lives, and circumstances.

A similar assumption was made by professionals in relation to the ability to develop meaningful and
supportive relationships through telehealth. Through wanting to provide a service that underpins
traditional values of face-to-face care, professionals are potentially limiting access to services that
patients experience as empowering, supportive and meaningful.

Interestingly, both professionals and patients held preconceived ideas about who would be suitable for
telehealth services, identifying younger individuals as likely to be more accepting and identifying older
adults as being more likely to struggle with adopting new technologies. This preconception was
challenged by the lived experience of the patients themselves, who described developing mastery of the
equipment despite initial anxieties and challenges with the technology.

In summary, the �ndings raise interesting questions about the important gatekeeper role that
professionals assume when selecting services for their patients. Professionals appear to negotiate a �ne
line between consideration of their patients’ needs through an attempt to place themselves in their
position, whilst inadvertently and often subconsciously, attempting to satisfy their own psychological
needs for autonomy, competence and relatedness whilst ful�lling their occupational role.  In doing so, it
appears that for some professionals assuming an accurate patient perspective is di�cult and that
patients are often seen within the context of their condition and less in the context of their broader lives.
Whilst patient-centred decision-making is advocated and adopted by most professionals, this becomes
diluted when patients are not afforded the opportunity to access services such as telehealth either
because of preconceived ideas about whether they would want to access care this way.

However, this tension raises broader questions about whether, despite providing potential bene�ts and
psychological need satisfaction for patients; telehealth inadvertently thwarts psychological needs for the
professionals working with technology and who maintain a preference for a face to face, traditional
model of service provision with regular human contact.

Overall, telehealth appeared to support satisfaction of autonomy, competence, and relatedness needs of
patients. However, professionals perceived more opportunities for telehealth to thwart patient needs than
satisfy them. Professionals framed their perspectives through the lens of a more biomedical model of
care as opposed to having a full biopsychosocial perspective of the environmental factors outside of the
clinical context that in�uence the satisfaction of patients psychological needs.

Current policy suggests that effort should be made to ensure care can be provided within a community
setting, and that patients should take an active role in their health care decisions [5, 6]. A greater
awareness of this divergent reasoning may be necessary to enable telehealth to become a potential tool
to meet these objectives.
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Tables
Table 1- Demographic information of health care professionals included in the sample

Pseudonym Age Job Role Palliative care
experience (years)

Prior experience using
telehealth

Gender

Hannah 58 GP 28 Yes Female
Sian 42 District nurse 15 Yes Female
Lisa 43 District nurse 17 No Female
Stephanie 38 Specialist

nurse
13 Yes Female

Eva 54 Consultant 27 No Female
Georgia 38 Case worker 7 No Female
Grace 57 Psychotherapist 23 Yes Female
Ellie 48 Consultant 21 Yes Female

 

Table 2- Demographic information of patients included in the sample

Pseudonym Age Gender Primary diagnosis

Patricia 48 Female Breast Cancer
Caroline 63 Female Lung Cancer
Judith 72 Female Bone Cancer

Figures

Figure 1

Visual overview of analytic process


